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and	 tactics,	 relating	 to	 challenges	 outlined	 in	 our	 case	 studies,	which	may	 help	 in	
codesigning	public	services	with	vulnerable	populations.
Discussion and conclusions:	Codesign	facilitators	must	consider	how	meaningful	en-
gagement	 will	 be	 achieved	 and	 how	 power	 differentials	 will	 be	 managed	 when	
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1  | INTRODUC TION
Governments	around	the	world	face	increasing	economic	and	political	
pressure1-3	 to	 move	 towards	 “coproduction”	 of	 public	 services	 par-





















ated social services in many countries.1-3,12,13 The increasing atten-










practice.14-16	Challenges	 include	 stigma,	poor	 information	exchange	
and	insufficient	opportunities	for	participatory	decision	making.14,17
It	 is	not	always	clear	how	coproduction	 should	be	carried	out	 in	
practice	with	these	groups.6	Recent	work	suggests	that	a	lack	of	crit-
ical	engagement	with	 issues	of	power	and	power	 relations	may	 lead	
to	 circumstances	 in	 which	 coproduction	 approaches	 may	 be	 harm-
ful.7	The	 literature	 indicates	that,	 for	example,	vulnerable	groups	are	
under-	represented	in	patient	councils	created	to	give	citizens	voice	in	
health-	care	governance.	This	may	 reflect	hierarchical	 structures	 that	
require	 cognitive,	 communication,	 conflict	 management	 and	 asser-
tiveness	skills	that	some	groups	may	not	have	had	the	opportunity	to	
develop,18 or time commitments that are seen as too resource inten-
sive.2	The	exclusion	of	vulnerable	groups	from	codesign	processes	may	






























sectors	of	 six	 countries	 (Australia,	Canada,	England,	 India,	Scotland	
and	Sweden).	Over	the	2	days,	participants	shared	case	examples	of	
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We	adopted	 a	modified	 case	 study	 approach26 using convenience 
sampling	to	elicit	and	analyse	the	challenges	of	codesigning	with	vul-
nerable	populations.	The	research	team	drew	upon	their	knowledge	
of	 the	 research	 literature	 and	 projects	 that	 applied	 codesign	 and	
coproduction	 approaches	 to	 improve	 public	 services	 with	 vulner-
able	 and	 disadvantaged	 population	 in	 their	 jurisdictions	 (Canada,	





able	 populations.	We	 present	 quotes	 from	 symposium	 partici-
pants	using	a	code	[case	number	(as	listed	in	the	first	column	of	
Table	1),	 followed	by	 source—video	 (V)	or	 template	 (T)]	 to	pre-
serve	confidentiality.	Each	panellist	shared	high	and	low	touch-
points	 (positive	 or	 negative	 experiences)	 from	 their	 own	 case.	
For	 this	 paper,	we	 selected	 eight	 cases	 that	met	 the	 following	
criteria:
TABLE  1 Overview	of	cases
































































































Table	1	 provides	 an	 overview	 of	 the	 selected	 cases	with	 re-
spect	to	population,	service	and	jurisdiction.	The	various	vulnera-
ble	and	disadvantaged	groups	included	young	workers,	youth	and	
adults	 with	 mental	 disorders	 or	 personality	 disorders	 and	 their	
carers,	 survivors	 of	 domestic	 violence,	 and	 Indigenous	 peoples.	
Public	 services	 included	 health	 care,	 community	 mental	 health,	
police,	justice	and	employment	support	services.	The	cases	varied	




The	 symposium	 participants	 included	 six	 service	 users	 from	
vulnerable	 and	 disadvantaged	 groups,	 six	 service	 providers,	 11	
researchers/project	 leads	 for	 the	 presented	 cases	 and	 other	
academic	 participants	 with	 experience	 in	 service	 codesign/
coproduction	 with	 vulnerable	 populations	 from	 other	 coun-
tries	 (eg,	 Switzerland	 and	 Sweden).	 Collectively,	 researchers	
represented	 multiple	 disciplinary	 backgrounds	 (Health	 Policy,	
Occupational	 Therapy,	 Applied	 Psychology,	 Health,	 Aging	 and	








•	 Identification,	 recruitment	 and	on-going	engagement	of	partici-




•	 Economic	 considerations	 would	 be	 required	 to	 enable	 partici-
pants	to	engage18,28;











also	 prohibit	 their	 participation	 in	 research.	 Key Discussion 
Points:	 Participants	 discussed	 how	 organizational	 barriers	
such	as	service	providers’	own	ability	and	capacity	to	“open	
the	door”	are	being	affected	nationally	by	government	poli-
cies	 aimed	 at	 downsizing	 and	 devolving	 youth	 justice	 ser-










approaches	 to	 encourage	 participation	 and	 support	 the	 re-
search	process.	The prototype:	An	approach	that	directly	en-
gages with youth rather than recruiting through justice 
services.	 This	 could	 include	 engagement	 with	 third	 parties	
and	 youth-	led	 groups	 in	 the	 community	 to	 participate	 and	
working	with	family	members	to	provide	a	support	system	for	
youth	engagement.	This	joined-	up	approach	could	help	better	
navigate	 legal	 and	 ethical	 frameworks	 and	 increase	
participation.






project	 rationale,	 vulnerable	 group,	 coproduction/codesign	 ap-
proaches	 adopted,	 key	 touchpoints	 (emotional	 highs	 and	 lows	 in	
the	 project),	 challenges	 and	 lessons	 learned	 about	 engaging	 with	
this	 group,	 broader	 public	 engagement	 strategies	 and	 suggestions	





each	panel,	 participants	were	divided	 into	 small	 groups	 to	engage	




potential	 solutions.	 The	 facilitator	 and	 group	 members	 recorded	
discussion	 content.	 Each	 group	 arrived	 at	 a	 problem	 statement,	 a	
visual	 prototype	 and	 written	 description	 of	 their	 solution,	 which	
were	 shared	with	 the	whole	group.	All	notes	 taken	at	 the	 sympo-
sium	were	 transcribed	 to	 electronic	 format.	 The	 presentations	 of	
the	problems,	 solutions	 and	prototypes	 to	 the	 large	 group	 and	 all	































Prototype: Breaking Down the Implementa on Barrier
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2.5 | Analysis
Following	 the	 event,	 small	 and	 large	 group	 discussion	 and	 tem-
plate	data	were	synthesized	 to	create	 individual	case	summaries	
that	 included	the	problem	statement,	the	proposed	solution,	key	
discussion	 themes,	 a	 visual	 prototype	 and	 description.	 All	 case	
summary	content	was	reviewed	following	a	thematic	analysis	ap-
proach	to	identify	common	and	shared	themes	which	pertained	to	
(a)	 challenges	of	 codesigning	with	 vulnerable	 and	disadvantaged	
populations;	 (b)	 principles	of	 codesign	when	working	with	 these	
groups;	 and	 (c)	 tactics	 to	 achieve	 these	 principles.	 In	 the	 cross-	
case	analysis	of	challenges,	the	lead	author	used	pattern	matching	
to	search	for	confirming	and	disconfirming	evidence	for	the	pre-	
specified	 theoretical	 propositions.26 This involved three authors 
(GM,	AM	and	SM)	comparing	themes	from	the	discussions	at	the	
symposium	for	each	case	with	 the	prior	 theoretical	propositions	
drawn	 from	 the	 literature	 and	 identifying	 statements	 that	 sup-
ported	 or	 contradicted	 the	 propositions.	We	 then	 tabulated	 the	
cases	that	supported	or	contradicted	each	proposition.	Next,	the	
same	 three	 authors	 independently	 identified	 principles	 and	 tac-
tics	 raised	 during	 the	 codesign	 activities	 for	 each	 case	 using	 an	
inductive	approach	and	met	to	discuss	these	until	consensus	was	
reached.	The	lead	author	then	created	a	summary	of	the	overarch-
ing	principles	 and	 tactics.	 The	 case	 summaries	 and	 all	 identified	
themes	were	member-	checked	and	 revised	based	on	symposium	
participant	feedback.
Boxes	 1-3	 present	 three	 illustrative	 case	 examples	 that	 offer	










“secret	 sauce”	 that	makes	 it	work,	 in	order	 to	motivate	 continued	engagement.	Symposium	participants	 recommended	a	 continuous	
evaluation	process,	with	opportunities	to	check-	in	with	study	participants	in	a	fluid	and	individualized	way	throughout	the	codesign	pro-
cess.	Youth	could	state	their	goals	and	help	to	develop	evaluation	measures	at	baseline	and	continue	to	choose	among	anonymous	or	






The Prototype:	A	youth-	driven	approach	to	on-	going	evaluation	to	help	articulate	the	value	of	participation	 in	codesign	as	a	basis	 for	
	encouraging	on-	going	youth	engagement.






3.1 | Challenges, principles and tactics when 
codesigning public services with vulnerable 
populations
















…	 youth	 were	 going	 into	 crisis	 and	 having	 to	 leave	





In	 the	Australian	study	of	adults	with	mental	 illness,	 the	great-
est	challenge	was	identifying	carers	(ie,	friends	and	family	in	a	caring	
relationship	to	the	person)	for	some	adults	with	mental	illness.	Only	





ipants	were	 less	willing	 to	 come	 forward	 and	 participate	 because	
“they	were	 really	scared	and	worried”	 [6V].	 In	 the	young	offender	










study noted that “challenges occurred in the dynamics between 
service	users	who	had	had	negative	 experiences,	 and	 staff	within	
working	groups”	[1T].	Similarly	in	Scotland,	tensions	were	noted	due	
to	dominance	of	the	medical	model	vs	a	recovery	model	that	places	









circumstances Power differentials Funding challenges
Adult	Mental	Health	Services
(1)	Australia ✓ ✓ ✓ ✓




✓ ✓ ✓ ✓ ✓ ✓
(5)	Employment	Services	
for	Young	Workers
✓ ✓ ✓ ✓ ✓ ✓
(6)	Police	Services	for	
Domestic	Violence
✓ ✓ ✓ ✓
(7)	Youth	Justice	
Services




























discussions,	 or	 feel	 comfortable	 at	 events.	 For	 example,	 one	 re-
searcher	explained,
How	and	where	we	offered	food	and	refreshments	…	
we	didn't	 realize	 it	would	be	problematic,	 but	 some	
youth	had	eating	disorders	and	felt	very	uncomfort-
able	eating	in	front	of	other	people.		 [4V]
3.1.4 | Economic and social circumstances
Economic	 and	 other	 social	 challenges	 such	 as	 difficult	 home	 cir-
cumstances,	 being	 precariously	 housed	 or	 precariously	 employed,	




tem	 and	 sustaining	 employment.	 They	 are	 focused	
more	on	the	‘day-	to-	day’	concerns	of	life,	and	may	not	
see	 immediate	value	 in	participating	 in	 ‘codesign’	or	
projects	focused	on	system-	level	change.		 [5T]
3.1.5 | Funding Challenges
Working	with	 vulnerable	 and	 disadvantaged	 populations	was	 also	
highly	 resource	 intensive.	 It	 took	 considerable	 resources	 and	 a	
dedicated	 research	 coordinator	 to	 reach	 out,	 provide	 informa-
tion,	support	travel	and	build	relationships	with	adults	with	mental	
health	 issues	 in	Australia	 (case	1)	and	youth	with	mental	disorders	
in	Canada	(case	4).	 In	the	young	workers’	project,	“Building	capac-
ity	of	 the	youth	 to	participate	 takes	 time,	patience	and	nurturing”	
[5T]	to	prepare	them	to	participate	in	the	research.	In	the	project	for	
survivors	of	domestic	violence	 (case	6),	 significant	 concerns	arose	







Additional	 challenges	 in	 carrying	 out	 codesign	work	with	 specific	
populations	 included	 ethical	 considerations,	 context	 and	 commu-
nication.	 Some	 study	 participants	 shared	 stories	 of	 traumatic	 ex-
periences	that	were	very	upsetting	for	 research	team	members	to	
hear	(case	4).	Well-	intentioned	research	ethics	processes	 inadvert-
ently	 created	 anxiety	 for	 some	 vulnerable	 populations;	 for	 exam-
ple,	 concerns	 about	 trust	 and	 exploitation	were	particularly	 acute	
for	Indigenous	populations	(case	8).	In	mental	health	contexts,	poor	
communication	 between	 services,	 service	 users	 and	 carers	 pre-
sented	challenges	in	two	studies	(Cases	1	and	4).
Concerns	 were	 also	 expressed	 that	 more	 attention	 needs	 to	
be	given	 to	how	 to	 support	 implementation	and	evaluation	of	 the	
changes	 resulting	 from	 codesign	 processes	 through	 using	 ap-











bold	 type	 and	 relevant	 cases	 in	 brackets.	 Bullet	 points	 list	 tactics	
suggested	by	event	participants	that	align	with	specific	challenges,	





Trust,	 flexibility	 and	 responsiveness	 were	 identified	 as	 important	
principles	in	the	recruitment	processes.	Participants	recommended	















































































to	 the	 user	 or	 group	 experience,	 ensure	meaning	 and	 build	 ca-
pacity	(see	Box	3).	It	is	essential	to	take	time	to	fully	understand	
experiences,	 letting	 go	 of	 timelines	 should	 they	 interfere	 with	













Formal	 agreements	 are	 often	 advisable,	 but	 an	 Indigenous	 re-
search	 protocol	 such	 as	 OCAP®30	 that	 upholds	 community	 own-
ership,	 control,	 access	 and	 possession	 of	 research	 knowledge	
generated	 within	 the	 community	 is	 required	 when	 working	 with	
Indigenous	populations.	This	can	protect	against	historically	harm-
ful	 research	 approaches	 and	 encourage	 inclusion	 of	 researchers	
within	the	community.	As	in	other	groups,	 leadership	must	also	be	
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with	 indigenous	 peoples.	 This	 …	 begins	 with	 being	
open	 to	working	with	 and	 acknowledging	 the	prob-
lems	and	needs	of	the	community	first.		 [8V]
To	avoid	unresolvable	differences	between	those	at	different	
levels	of	 authority	 (eg,	police	and	 survivors	 in	 the	domestic	vio-




Creating	processes	 that	 (a)	 enable	participants	 to	 feel	 safe,	 (b)	 es-
tablish	 an	environment	 conducive	 for	 codesigning	 services	 and	 (c)	
recognize	the	emotional	toll	that	codesigning	services	can	have	on	
participants	 and	 researchers	were	 important	principles	 to	 address	
health	concerns.	Principles	of	engagement	can	be	designed	to	facili-
tate	open	and	safe	conversation	and	allow	space	for	venting	early	




















3.2.4 | Economic and Social Circumstances
Understanding	the	history	and	context	of	each	group	and	respect-
ing	cultural	differences	enable	knowledge	to	be	shared	in	a	cultur-














of	 evaluation	 to	 demonstrate	 impact.	 They	 also	 suggested	 secur-
ing	champions	from	the	medical	community	and	other	professional	













that	 were	 consistent	 with	 our	 theoretical	 propositions	 when	
F IGURE  1 Challenges	and	principles	for	codesigning	health	and	
social	services	with	vulnerable	populations
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codesign	health	and	other	public	services	with	vulnerable	groups	
and	themes	that	have	emerged	in	prior	literature.31-36 Engagement 
challenges9,12,20	 and	 power	 differentials	 were	 acutely	 and	 con-
sistently	 felt	 when	 working	 with	 these	 populations.18,37,38	 In	
most	cases,	study	participants	were	experiencing	some	combina-
tion	 of	 challenging	 health,	 social	 and	 financial	 circumstances,	 or	
stigma	associated	with	their	social	identities	(eg,	lived	experience	
of	mental	 illness,	 young	 offender,	 domestic	 violence	 survivor	 or	
being	member	of	an	Indigenous	population).	Practitioners	should	
consider	intersectionality	of	vulnerabilities28 since discrimination 




entire	codesign	process27	and	 the	need	 to	be	 flexible	and	 respon-
sive	 to	participants’	 needs.	 Event	participants	 consistently	 recom-
mended	 following	 a	 set	 of	 core	 principles,	 rather	 than	 a	 series	 of	












is	 expected,	 and	 on-	going	 communication	 from	 practitioners	 can	
promote	trust	and	model	the	open	attitude	and	willingness	to	learn	
that	is	needed	for	effective	codesign.24
The	 reflections	 from	 practitioners	 of	 codesign	 processes	 with	
different	 vulnerable	 populations	offer	 a	 set	 of	 principles	 and	 sug-
gested	 tactics	 that	 others	 can	 adopt	 for	 service	 design	 with	 vul-
nerable	populations.	Practitioners	need	to	be	vigilant	in	protecting	
vulnerabilities,	 while	 simultaneously	 empowering	 participants	 to	
codesign	 improvements	 based	 on	 challenging	 past	 experiences.	
Attending	to	the	“human	side”	can	be	difficult	yet	simultaneously	the	
most	 rewarding	part	of	 codesign	practice	with	 vulnerable	popula-
tions.	Practitioners	must	navigate	the	need	for	formal	accountability	
while	retaining	flexible	and	responsive	processes.	New	understand-
ing	 is	 required	 of	 “downward”	 accountability	 that	 acknowledges	
“partnerships	and	complexity”	rather	than	the	“upward	accountabil-









Symposium	participants	 expressed	appreciation	 for	 the	oppor-
tunity to come together to share challenges and successes to date 
and	 to	plan	 for	 future	opportunities	 to	continue	 to	 learn	 together	
how	 to	 improve	 codesign	 practice	with	 vulnerable	 populations.	 A	
high	priority	 for	 future	deliberations	 is	how	to	support	 implemen-
tation	of	codesigned	solutions	in	service	delivery,	as	an	integral	part	
of	 the	 design	 efforts23;	 to	 honour	 the	 contributions	 participants	



















codesign	 public	 services.	 A	 limitation	 is	 that	 each	 case	 could	 be	
further	 explored	 in	much	greater	depth	 to	obtain	 a	more	 fulsome	











responsive	codesign	processes	 that	are	 respectful	of	 the	 readiness	
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